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Strokei s the second leading cause of death and the leading cause of long-term neurological disability in adults, as well as a major cause of dementia, depression, and epilepsy. [1] [2] [3] According to World Health Organization estimates for European countries, the number of stroke events is likely to rise from 1.1 million per year in 2000 to Ͼ1.5 million per year in 2025 because of demographic changes, 4 with a growing burden on societies and healthcare systems where stroke care will absorb Ͼ5% of the healthcare budget in many countries. 5 However, randomized trials have shown that stroke care units can prevent one death and one institutionalization for 33 and 20 patients treated, respectively. 6, 7 This benefit had been proven before specific therapies became available and does not depend on age, gender, stroke subtype, or severity. 7 Dedicated stroke care also provides long-term functional benefit; follow-up at 5 and 10 yrs has revealed persisting efficacy compared with controls. 8 The results from stroke unit trials favor coordinated multidisciplinary staff teams with expertise in stroke care. 9 The composition of these teams is not formally prescribed, but they ordinarily include stroke physicians, nursing staff, physiotherapists (PTs), occupational therapists, and speech and language therapists. However, the role of the physiatrist (PST) in the stroke rehabilitation setting has not been defined so far.
The White Book on Physical and Rehabilitation Medicine in Europe emphasized the role of rehabilitation teamwork as a multiprofessional activity in which expertise and workload are shared within a successful rehabilitation program. 10 Furthermore, physical and rehabilitation medicine specialists should be involved as soon as possible in acute rehabilitation, even extending into the intensive care unit. Similarly, continued input may be required by other medical specialists on acute rehabilitation wards who can contribute to the rehabilitation process with their own specialist interventions. 10 Recently, a European survey was carried out to verify the role of the rehabilitation team as defined in the White Book and from clinical evidence. Conducted among the stroke rehabilitation experts of the European Society of Physical and Rehabilitation Medicine, the survey's primary objective was to INVITED COMMENTARY Stroke determine the role and level of involvement of the PST and the PT in acute and postacute stroke settings.
PATIENTS AND MATERIALS
A questionnaire was sent to stroke rehabilitation experts of the European Society of Physical and Rehabilitation Medicine. The experts were asked to reply for their center and forward the questionnaire to other colleagues in their country. Questionnaires returned after the deadline were excluded from the study.
The questionnaire form (legend included) (Adobe PDF format) was sent by e-mail with the request to be sent back after compilation (Fig. 1 ).
The questionnaire items investigated different points of stroke rehabilitation pathways in Europe and the role and level of involvement of the PST and the PT. The questionnaire consisted of two main sections: the acute and the postacute reha-bilitation phases. The first section focused on the presence of the PST and the PT in the acute phase of stroke care, specifically, whether they were part of the stroke team or only consultants and whether they had an active role in the choice of the postacute phase pathway. The second section focused on (1) the inpatient patient pathway alone, (2) the outpatient pathway alone, or (3) both together.
Additional items concerned the intensity of the rehabilitation program and whether or not the PST was the head of the rehabilitation unit. The questions on outpatient pathways regarded the rehabilitation facilities and the role of the PST in the program.
The questionnaire form contained space for describing the facility and the services delivered ( www.ajpmr.com
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The data were entered into a database and processed using a common spreadsheet program (Open Office).
RESULTS
Of the 22 national referents contacted, 14 agreed to participate in the survey and returned their questionnaires. The countries that did not reply before the deadline were as follows: Romania, the United Kingdom, Ireland, Norway, the Netherlands, France, Poland, and the Czech Republic. Table 1 lists the names of the participating countries. Five different questionnaires were returned from Hungary, two from Turkey, and the remaining countries sent back only one questionnaire each. In all, 19 hospitals were surveyed.
A PST was present on the stroke rehabilitation team in 42% of centers and a PT in 73% ( Fig. 2a ). The PST was called within 48 hrs of the stroke event in 44% of centers and the PT in 63% (Fig.  2b) . The PST tended more often to be a team coordinator after 48 hrs (63%) than the PT (21%; Table 1 ). The distribution of PT and PST is shown in Figure 2a or b.
Formal activation of the PST was required in 66% of centers but the PT in only 31%. In the rehabilitation phase, the patients tended to be admitted to a rehabilitation unit (94%) where the PST was primarily responsible (94%) for the rehabilitation program ( Table 2 ). In the rehabilitation unit, the treatment was reported to be intensive at 57% (Fig. 3a) of the centers. Additionally, the PST was principally responsible for outpatient rehabilitation (68%; Fig. 3b ) and day-hospital programs (68%). The PST was in charge of organizing the pathways of care in 68% of hospitals, 47% of longterm care hospitals, and in 52% (Fig. 3c ) of home rehabilitation services (Fig. 3d ).
DISCUSSION
This study evaluated the role of the PST and PT in stroke patient care in the acute phase and the role of the PST in the rehabilitation phase. Substantial differences emerged between the two parts of the survey. In the acute stroke phase, the PT was often automatically activated to start physiotherapy as soon as possible. In accordance with prior clinical studies, the aim of the intervention was to reduce the risk of complications, such as deep venous thrombosis, skin breakdown, contracture formation, constipation, and hypostatic pneumonia, all of which are related to immobility. 11 The first steps were to promote independent movement because many patients were paralyzed or seriously weakened. Patients were prompted to change positions frequently while supine and to engage in passive or active range-of-motion exercises to strengthen stroke-impaired limbs. There was also evidence that very early rehabilitation seemed to be well tolerated without increasing complications (AVERT Study). 12 Because early involvement of the rehabilitation team may play a role in successful early rehabilitation, the PST and PT should both be involved as soon as possible in initiating a rehabilitation program. Currently, the PST works as rehabilitation team coordinator, whereas the neurologist leads clinical interventions that are aimed at administering the best medical treatment and assessing the cause of stroke. Because the patient is not always clinically stable and risks recurrence in the first 48 hrs after stroke, the neurologist is more involved in this phase. 13 However, either the PT or the PST or both are involved in the acute phase as recommended in current guidelines. 13 In fact, the best evidence of stroke unit efficacy has come from comprehensive stroke units where, because of the presence of a multidisciplinary team, patients have better outcomes than general ward patients. 9 In the rehabilitation phase, the PST is in charge of the rehabilitation unit in all the European centers, except for those in Aarhus, Denmark and Vienna, Austria. In the rehabilitation phase patients should start an appropriate rehabilitation program that includes all rehabilitation team members: PT, occupational therapist, and the speech and language therapist. The aim here is to obtain and maintain optimal physical, intellectual, psychological, and social functioning. 14 The rehabilitation model seems to be fairly similar across the other European countries. Additionally, the PST also seems to be involved in the organization of most outpatient rehabilitation services. As known from the literature, a multidisciplinary early supported discharge team with stroke expertise, including (at least) nursing, physiotherapy, and occupational therapy, can significantly reduce length of stay for selected stroke patients. 15 In these clinical situations the expertise of the PST in selecting outpatients who may benefit from physiotherapy is necessary also for reducing the financial burden. 16, 17 But even with such robust evidence from the literature, this type of organization is not yet operating in all centers. As discussed in the White Book, longer life expectancy, with longer survival after injury and illness, as well as an aging population will result in an increased need for rehabilitation services in all European countries. 10 This study presents some limitations: the sample may not be representative because only the stroke rehabilitation experts from the European Society of Physical and Rehabilitation Medicine were queried. The questionnaires were not randomly sent to rehabilitation and acute stroke centers.
To analyze stroke pathways and outcomes within the Italian stroke care network, a minimal dataset was standardized to collect data during the different phases of rehabilitation, from acute hospital to community care. 18 In conclusion, in Europe, the PST often leads the rehabilitation team for inpatients in the rehabilitation phase, whereas in the acute phase, the PT is more frequently called upon.
There is a general need to standardize rehabilitation care, including quality assurance and evidence-based treatments. 10 Furthermore, agreement on the organization of outpatient services in highly selected centers remains unsettled, despite strong evidence from the literature.
